The most recent data from the NCMP (2016/17) show that 9.6% of children in England are affected by obesity on starting school (defined as equal to or above the 95 th centile for BMI on the UK 1990 national references 4 ) with the prevalence of obesity increasing to 20% in children aged 10 to 11 years. 5 Two thirds (68%) of children who have obesity at school entry continue to be affected 6 years later. 6 Health disparities are stark with the prevalence of obesity in the most deprived decile of the population more than twice that in the least deprived, a gap which has widened over the last 10 years.
5
Leeds is an industrial city in the North of England with a population of over 800 000 with significant areas of disadvantage within its boundaries. In 2009, the city enacted a local obesity strategy which focused heavily on preschool children. The strategy was underpinned by the concept of progressive universalism, as propounded in England's National Service Framework for Children, 7 offering population-level interventions but aiming to provide disproportionate benefit to those in the most deprived areas.
We used data from the NCMP to examine secular trends in childhood obesity in the City of Leeds and relate our findings to the national picture and to local authorities of similar sociodemographic make-up, focusing in particular on the differences in prevalence between areas of disadvantage and affluence. We were interested to explore if the focus of the Leeds obesity strategy would result in more positive outcomes for children in Leeds than in comparative cities or the country as a whole, particularly regarding Reception children and those in more deprived communities.
| METHODS
The NCMP surveys primary school children annually and involves
Reception children who are between 4.0 and 5. 4 We analysed the prevalence of obesity for both Reception 
| RESULTS
In 2016 to 17, data were available for 95% of eligible children across
England (see Table 1 ). in Leeds remained stable over the period of the study but increased in the statistical neighbouring cities and for England as a whole (see Figure 2 ).
In Leeds, the reduction in the prevalence of obesity amongst children in Reception occurred principally in the most deprived quintile where it fell significantly from 11.5 to 10.5% (P = 0.01) representing a relative reduction of 8.7% in children affected by obesity (Table 1 and Figure 1 ). By contrast, there was no change in the prevalence of obesity for children from the most deprived areas in Leeds' statistical neighbours or for England overall. There was also a reduction in the prevalence of obesity in children from the most affluent areas in Leeds of 0.8 percentage points (6.8% to 6% [P = 0.03]). This compared with a reduction of 0.4% for England as a whole and no significant change for Leeds' statistical neighbours.
Amongst children in Year 6, the prevalence of obesity increased amongst children from the most deprived areas in all three populations. For children from the most affluent quintile in Leeds, there was a reduction of 2% (14.9% to 12.9%; P = 0.008), whereas the decrease in England and Leeds' statistical neighbours was less than 1%. Only Leeds showed a reduction in the prevalence of obesity for children in the middle quintile of deprivation.
| Statistical comparison of trends
In reception aged children, direct statistical comparisons of trends corroborate the descriptive findings. There were statistically significant Leeds' statistical neighbours showed no significant differences between trends across all deprivation levels or overall (see Table 2 ).
For children in Year 6, comparisons between Leeds and other areas by quintile of deprivation were significantly different in all except when comparing trends for Leeds vs statistical neighbours in the most deprived group. Comparison between England vs statistical neighbours was significant in the most deprived group and overall but not for the other two deprivation groups (see Table 2 ).
| DISCUSSION
Our analysis has shown that trends in the prevalence of obesity Older children in Leeds also fared better than elsewhere, with no significant increase in the prevalence of obesity, whilst the prevalence increased for its closest sociodemographic neighbours, and for
England as a whole. However, this relative advantage was mostly attributable to reductions in the prevalence of obesity in children from the most affluent families, and, at this age, in common with other parts of the country, socioeconomic inequalities in obesity increased.
The prevalence of obesity in childhood has risen dramatically worldwide in less than one generation. 11 However, there are recent reports of cities that are demonstrating noteworthy declines in childhood obesity. Amsterdam, a city equivalent in size to Leeds, and renowned for its resolve to eradicate child obesity by 2030, has reported a reduction in obesity of 1.7% for 5 to 10 year olds in disadvantaged areas over 3 years. 12 Although the decline in Leeds is smaller, at 1% (with the data confined to younger children), it is the first report of its kind in the UK.
Also worthy of comparison is data reported in the American Child Obesity Declines Project (CODP). 13 In this study, four cities that demonstrated a decline in child obesity prevalence were chosen for special in-depth study to identify lessons that could assist others in their attempts to reduce obesity. Leeds' relative decline of 6.4% in school entry children compares well with these US cities whose relative declines over a 4 to 7-year period were 2.2% in grades K, 1, and 3 in These are based on a simple z-score obtained from comparing the two unstandardized beta coefficients equivalent to the estimated trend for each locality and using their associated standard errors. For example, for
